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Trends in Strength Training — United States, 1998-2004 


Strength training is physical activity intended to increase 
muscle strength and mass. Adults who engage in strength train- 
ing are less likely to experience loss of muscle mass (/), func- 
tional decline (2), and fall-related injuries than adults who do 
not strength train (3). Studies on strength-training interven- 
tions have indicated that inactive older adults who begin regu- 
lar strength training achieve substantial strength gains within 
a few months (4). Because certain health benefits are linked 
to strength training, a national health objective for 2010 is to 
increase to 30% the proportion of adults who perform physi- 
cal activities that enhance and maintain muscular strength and 
endurance on >2 days per week (objective 22-4) (5). This 
objective is also recommended by the American College of 
Sports Medicine (6). CDC analyzed 1998-2004 data from 
the National Health Interview Survey (NHIS) (7) to deter- 
mine the annual prevalence of strength training among U.S. 
adults by age group and race/ethnicity. This report describes 
the results of that analysis, which demonstrated that although 
the national prevalence of strength training for U.S. adults 
increased slightly during 1998-2004, only 21.9% of men and 
17.5% of women (age adjusted) in 2004 reported strength 
training two or more times per week. This is substantially lower 
than the national 2010 objective of 30% and underscores the 
need for additional programs to increase strength training 
among adults. 

NHIS consists of face-to-face interviews regarding health 
status, use of health-care services, and health behaviors of the 
U.S. civilian, noninstitutionalized population. Data on 
strength training were collected every year during 1998-2004. 
he sample size ranged from 30,801 (1999) to 33,326 (2001), 
and the response rate ranged from 69.6% (1999) to 74.3% 
(2002) (7). Respondents were asked to report the frequency 
with which they engaged in strength training by answering 
the following question: “How often do you do physical 


activities designed to strengthen your muscles, such as lifting 


weights or doing calisthenics?” The same question was asked 
each year and was available in Spanish for Spanish-speaking 
respondents beginning in 1999. Respondents were categorized 
as meeting the national strength training objective if they 
engaged in strength training two or more times per week (5). 
Prevalence estimates by age and sex were weighted to account 
for nonresponse and were age adjusted to the 2000 U.S. stan- 
dard population (8). Statistical software was used to account 
for the complex sampling design of the survey. Pairwise com- 
parisons were performed to calculate ¢ statistics, and differ- 
ences were considered significant at p<0.05. When multiple 
comparisons were made, the Bonferroni adjustment was used 
(p<0.05 / number of comparisons). Only significant differ- 
ences are reported in the results. 

The age-adjusted prevalence of reported strength training 
two or more times per week among all respondents increased 
significantly, from 17.7% in 1998 to 19.6% in 2004. The 
difference between 1998 and 2004 was significant for women 
but not for men (Figure). In 2004, the age-adjusted preva- 
lence of those who met recommended levels of strength train- 
ing was significantly higher among men than women (21.9% 
versus 17.5%, respectively). 

In 2004, strength training was least prevalent among those 


aged >65 years (14.1% among men; 10.7% among women). 
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TABLE. Age-adjusted prevalence* of strength training two or more times per week, by age group, sex, and race/ethnicity — National 


Health Interview Survey, United States, 1998-2004 





1998 1999 2000 


2001 


2002 


2003 


2004 





Characteristic % (95% Cli") (95% Cl) (95% Cl) 


(95% Cl) 


(95% Cl) 


% 


(95% Cl) 


°, 
° 


(95% Cl) 





Overall 17.7. (17.2-18.3) 8.1 (17.5—18.7) 


20.4—22.1 21.¢ 20.6-22.2 


38.9 


Other 


Women 


Age 


ispanic 16.2 5.4-17.0) 16.5 5.6-17 7 (16.5 


ispanic } : 10.8) 11.7 10 


3  (9.0—-11.8) 


3 
8.2-10.S 8.7 (7.6—10.1) 


Other 2.0 0-15.£ 13.8 (10.7-17.6 2.4 (9.8-—15.5) 


(19.6-20.8) 
(22.6-24.2) 


40.9) 
33.1) 
26.5) 
-—19.0) 
-14.2) 


a 


O 


Ww 


=2DDD® 


-— 0) 


(19.8-21.1) 
(22.8-24.6) 


(34.4—40.8) 
(29.2-33.6) 
(22.6-26.2) 
(16.8-19.9) 
(12.1-—15.3) 


(23.2—25.3) 


(23.1-28.3) 
(15.2-18.9) 


20.4 
22.8 


37.0 
28.6 
22.8 
18.5 


(19.8-21.1) 
(21.9-23.8) 


(34.0—40.1) 
(26.6-30.7) 
(21.0-—24.7) 
(17.1-20.0) 
(11.9-15.4) 


(22.7—25.0) 


(22.5—27.8) 
(14.8—18.7) 


19.6 
21.9 


(19.0-20.3) 
(21.0-22.7) 


(32.5—39.2) 
(25.1—29.3) 
(19.7—23.6) 
(16.0—18.6) 
(12.5-15.9) 


(22.0—24.2) 


(20.6-25.4) 
(13.2-16.9) 


(20.2-29.6) 
(16.6—18.1) 


(19.3-27.6) 
(17.3-18.9) 


(17.4-25.8) 


(16.7—18.3) 
(18.1-22.8) (19.9-25.1) (17.8-22.5) 
(19.8-23.3) (19.8-23.5) (18.9-22.9) 
(18.3-21.1) (18.4—21.5) 8.2 (16.7-19.7) 
(15.4-17.8) (16.1-—18.5) (16.4—18.9) 
(8.1—10.4) (9.1-11.7) (9.5-12.0) 


(18.8-20.7) (19.7-21.6) (19.3-21.5) 


(11.3-14.6) (10.0—12.8) 
(8.0—20.5) K (8.0—10.7) 
(14.0-20.5) 7.5 (14.4-21.1) 


(9.9-13.9) 
(9.4—12.4) 
(14.5-20.8) 


(9.9-12.8) 
(7.9-10.6) 
(10.0—16.4) 





* Weighted percentages (except for those in the age groups) have been age adjusted to the 2000 U.S. standard population 


Confidence interva 


Includes American Indian/Alaska Native and Asian/Pacific Islander 


possible explanations include increased promotion of active 
lifestyles among older adults (9) and programs that specifi- 
cally promote strength training, such as Growing Stronger 
(10) and the Strong-for-Life program (4). Despite these gains, 
additional measures to promote strength training among adults 
are needed. Strength training throughout life can sustain func- 
tional independence for activities of daily living (/), such as 
the ability to carry groceries, rise from a chair, or walk up a 
flight of stairs. 

Findings from this analysis suggest that some racial/ethnic 
groups have a significantly lower prevalence of strength train- 
ing than others. Strength-training prevalence was consistently 
lower among Hispanic respondents than among non-Hispanic 
white respondents during 1998-2004. However, all subgroups 
are at risk for not meeting national health objectives for 2010. 


Identification of barriers to strength training among all racial/ 


ethnic groups, especially Hispanics, can guide the design of 


culturally appropriate interventions. One of the most impor- 
tant barriers for many adults, regardless of racial/ethnic sub- 
group, is initiating a strength-training program. Including 
another person in the program, such as a coworker, spouse, 


neighbor, or friend, can provide encouragement and motivation. 


The findings in this report are subject to at least two limita- 
tions. First, information on strength training is self reported 
and subject to response and recall bias. Second, 
misclassification errors in reporting might have affected preva- 
lence estimates of strength training. For example, respondents 
might have interpreted the survey question differently or might 
not have understood the definitions of strength training and 
calisthenics. The survey question specified weight lifting and 
calisthenics, but because respondents were not asked to pro- 
vide details, activities such as stair climbing might have been 
missed. 

Although the NHIS data indicate that the prevalence of 
strength training increased from 17.7% to 19.6%, the 2004 
prevalence falls far short of the 2010 objective of 30%. 
Evidence-based studies have indicated that strength-training 
programs for older adults, such as Strong-for-Life (4), have 
resulted in strength improvements among participants; more 
programs like this are needed. Additional opportunities for 
adults to engage in strength training (e.g., in places where 
adults already pursue leisure-time physical activity, such as 
schools and community centers) could increase the prevalence 


of strength training. Additional opportunities are especially 
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hnic groups with lower prevalences (9). 
] 
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} | 


eport also underscore the need to 
ducation on the benefits of strength training among 
d adult populations 
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Progress Toward Poliomyelitis 
Eradication — India, 
January 2005-June 2006 


nmunization 


monovalent 


respectively)* (2). The number of reported cases decreased from 
134 in 2004 to 66 in 2005. However, cases have resurged in 
2006; as of June 25, 2006, a total of 60 cases had been reported. 
Although intense local transmission continues in certain 
areas (i.e., western Uttar Pradesh [UP]), interruption of wild 
poliovirus (WPV) transmission in India is feasible with con- 
tinued effective interventions. [his report summarizes progress 
toward polio eradication in India from January 2005 through 


June 2006. 


Acute Flaccid Paralysis (AFP) Surveillance 


\FP surveillance is essential to polio eradication. AFP sur 
veillance in India continues at high levels of sensitivity, with 
nt World Health Organi- 


zation (WHO) operational targets.’ In UP and Bihar, the only 


surveillance indicators 


two Indian states where polio remains endemic, the annual 
nonpolio AFP rate was >10 cases pe 


i> vears, and adequate Stoo! specime¢ 


100,000 population aged 
n collection was above 
80% from January 2005 through June 2006. 
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es | 
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\s of June 25, India had reported 60 polio cases (57 WPV1 
and three WPV3) in 2006 with onset of paralysis occurring 
through May 2006. These 60 cases came from 20 districts, 
compared with 20 cases from 18 districts for the same period 
in 2005 (Figure). Of the cases reported in 2006, a total of 46 
were from UP state, 12 from Bihar state, one from Madhya 
Pradesh state bordering UP, and one from Jharkhand state 
bordering Bihar. Twenty-six (43%) cases, including all three 
WPV3 cases, were reported from Moradabad district in UP. 
Forty-three (72%) of all cases reported in 2006 occurred in 


underserved’ children, compared with 31 (47%) of all such 





ilo! mobilit 


cases reported in 2005. In Moradabad district, >85% of cases 
in 2006 were in the underserved population. In India, the 
majority of 2006 cases have occurred in children aged <2 years; 
33% of 2006 cases have been reported in children aged 
<12 months, compared with only 15% in 2005. In 
Moradabad, >50% of 2006 cases have been reported in 
children aged 12—23 months (Table). 

Genetic sequencing of WPVs isolated in India reveal that 


the number of distinct genetic clusters’ of WPV1 decreased 





‘All WPVs isolated in India 


: ; , 
dia are sequenced across the interval encoding the 
r capsid protein (VP1) (approximately 900 nucleotides), and results are 
1 | e the likely origin (by state and district) of the virus. Isolates 

, 


ter share >95% VP1 nucleotide sequence identity 


FIGURE. Wild poliovirus (WPV)* cases — India, January-December 2005 and January—June 2006 





Gujarat 


2005 cases 
(N = 66) 





Uttar Pradesh 
rf 


‘ e WPV type 1 
Jharkhand 
~ WPV type 3 


2006 cases 
(N = 60) 








ruses detected from environmental surveillance and vaccine-derived polioviruses 


»00€ 


> WPV type 1 case in Gujarat state is not indicated on the map 


Includes cases with paralysis onset occurring during May but reported in June 











774 


MMWR 


July 21, 2006 





TABLE. Wild poliovirus (WPV) incidence, by state and selected characteristics — India, January—June 2005 and January—June 2006* 





No. of confirmed WPV cases 


No. and % of WPV cases by age of patient 


No. and % of WPV cases 





All of 0-11 mos 


12-23 mos >24 mos in underserved children 





2005 2005 2006 2005 2006 


2005 


2006 2005 2006 2005 2006 





9 | § (33) 


4 15) 


3 (15) 20 (33) 


4 
4 


1 
7 


(44) 16 (35) 4 (44) 15 (33) 6 (66) 36 (78) 

15 (58) 7 (27) ~ 22 (85) 
(25) 3 (25) (50) 5 (50) 6 (50) 
(33) 0 (0) (66) 1 (50) O (0) 1 (50) 
(35) 19 (32) 10 (35) 10 (50) 43 (72) 
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(50) 21 
2006 


obility, and poor sanitation 


and eight subnational rounds in states and districts where WPV 


was detected or where a high risk for WPYV circulation existed. 
During the first 6 months of 2006, GOI conducted four SIAs, 
two nationwide and two subnational rounds; GOI is plan 
ning four more SIAs for the remainder of 2006. Continued 
t the percentage of missed 
\pril 


2005 to an average of 11% in all rounds during May 2005 


monitoring of SIAs revealed tha 


houses increased from approximately O'% during January 


January 2006 in the densely populated Moradabad district in 
UP, indicating a decline in SIA quality. 

SIAs added mOPV 1 in April 2005, and it was used in most 
SIA rounds conducted during April-November in Bihar, UP, 
Mumbai (Maharashtra state), and polio-free states that had 


documented cases of WPV1 importation. However, mOPV! 
was not used in consecutive rounds until 2006, when, tor the 
first time, four consecutive MOPV1 rounds were conducted 
in western UP. In December 2005, mOPV3 was first used in 
eradication activities in western | ifter detection of WPV3 
in Moradabad district. Trivalent OPV 


| 


be used 


tOPV) continues to 


in the routine childhood immunization program and 


] ] 
in SIAs in states at low risk for polio transmission (/) 


Reported by: Minisi 


/ TS Office 


Editorial Note: The polio eradication program in India 
reached several milestones in 2005 and early 2006 toward the 
goal of ending polio transmission in India. The use of mOPV 1 
during large-scale SIAs had a substantial impact on virus trans 
mission in polio-endemic areas where high coverage was main 


tained and achieved; mOPV1 was instrumental in stopping 


re 
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local virus transmission in Mumbai, where sewage samples 
indicated only imported viruses. The number of virus lineages 
persisting in western UP decreased from five in 2005 to two 
in 2006 after use of mOPV1. In Bihar, the use of mOPV1, 
combined with increased government support, led to a reduc- 
tion in lineages from four in 2005 to two in 2006. 

Although three times as many cases were reported from 
India during the first half of 2006 compared with the same 
period in 2005, genetic-sequencing data indicate that trans- 
mission is now restricted to only one circulating WPV1 
genetic cluster, and over half of the chains of virus transmis- 
sion present in 2004 have been eliminated. The geographic 
distribution of WPV1 circulation has contracted since 2005, 
with no WPYV cases identified in the southern Indian states, 
West Bengal, or in the western states of Maharashtra or 
Rajasthan. Delhi, which is adjacent to UP, has not reported a 
WPV case in 2006. Even in UP, the resurgence of cases is 
restricted to a circumscribed area of a few districts of western 
UP, centered on Moradabad district. Moreover, WPV3 has 
been identified in only two administrative blocks in one dis- 
trict in western UP in 2006, compared with four administra- 


tive blocks in three districts in 2005. 


The polio laboratory network remains a cornerstone of 


India’s polio eradication program. By strengthening manage- 
ment techniques in 2005 and introducing new technologies 
in early 2006, the laboratories continued to provide rapid 
results. Genetic data generated by the Global Specialized Labo- 
ratory in Mumbai have been used to target immunization 
efforts in the most critical areas. For example, during SIAs, 
vaccinators are now deployed along major train routes, after 
genetic data and epidemiologic investigations identified these 
routes as channels of virus transmission across districts and 
states. 

UP and Bihar remain the source of ongoing WPV trans- 
mission in India and exportation of WPV to other countries, 
including the polio-free countries of Angola (with spread to 
the Democratic Republic of Congo and Namibia), Bangladesh, 
and Nepal (4,5). Data from UP and Bihar confirm that most 
WPV circulation is occurring in areas with inadequate SIA 
quality, suggesting that the early 2006 resurgence of cases has 
resulted from reduced community participation in vaccina- 
tion campaigns and decline in the quality of vaccine program 
implementation. Western UP is a particularly challenging area 
for interrupting polio because of high population density, a 
large birth cohort, poor sanitation, and high population 
mobility. These characteristics are especially evident in areas 
such as Moradabad, where a large population resides with low 
socioeconomic standing, marginalized social status, and poor 


sanitation. 


lo improve SIA quality in areas at high risk for polio trans- 


mission, several strategies were used during 2005 and early 


2006 on the basis of recommendations from the India Expert 


Advisory Group on Polio Eradication (IEAG), including 1) 
development and licensure of mOPV1 and mOPV3 for use 
in SIAs, 2) deployment of additional personnel to areas at 
high risk for polio transmission, 3) enhanced social mobiliza- 
tion efforts targeted to underserved population groups missed 
during previous SIAs, 4) use of mobile teams to vaccinate 
children at transit points (e.g., train stations or markets), and 

5) increased engagement and accountability of GOI leaders 

and workers (2). 

In May 2006, IEAG recommended increased emphasis on 
administering a dose of mOPV1 to all infants at birth to 1) 
vaccinate infants before they are infected with competing en- 
teric pathogens that might reduce the efficacy of OPV and 2) 
help decrease the population immunity gap in areas of UP at 
high risk for polio transmission. Improved surveillance and 
maintenance of recent gains in SIA coverage in Bihar also were 
recommended (6). 

As a result of these new programmatic strategies, field moni- 
tors reported improvement of SIA quality in Bihar in all four 
rounds in 2006, compared with the rounds held in the sec- 
ond half of 2005. Reports from Moradabad also indicate that 
the number of missed houses during vaccination activities 
steadily decreased, from 11% in January 2006 to 8% by April 
2006. Additional monitoring measures to identify and target 
underserved children and those in transit will help ensure that 
all children are reached. 

he decrease in genetic diversity and geographic spread of 
the virus suggests that India might be in the final stages of 
polio eradication. A resurgence of cases occurred in a local- 
ized area of western UP because of problems with immuniza- 
tion campaign quality. Improvements in SIA implementation 
in the remaining areas of virus transmission, effective social 
mobilization and communication activities targeting the 
underserved population, and enhanced community and 
political commitments are needed to eradicate the disease in 
India. 
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Associated with Transrectal 
Ultrasound-Guided Prostate 
Biopsies — Georgia, 2005 

srectal ultrasound (TRUS)-guided prostate biopsies are 

the most common outpatient diagnostic procedures 

ned in urology clinics, with an estimated 624,000 per 

1 annually in the United States (CDC, unpublished data 
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i diagnosis of infec 
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bIOOG and urine specimens 
ovreated 1] | 

e treated successfully with a com 


tion of intravenous oral antimicrobial agents during 


talizations 2—12 days (mean: 5.8 days) 

en performed in the clinic by the same 
rs using the following technique 

tely before h procedure, a new finger cot was fit 


the distal tip of the ultrasound probe, filled with gel 


to eliminate air bubbles, and secured with an O-ring. A stan- 
dard condom was then fitted over the finger cot and ultra- 
sound probe and filled with lubricant. Next, a steel, 
nondisposable needle guide was fitted over the ultrasound 
probe, finger cot, and first condom. A second condom was 
fitted over these items and filled with lubricant. Once the ul- 
trasound probe was inserted into the rectum and positioned 
correctly, the urologist used a spring-loaded biopsy gun to fire 
a sterile biopsy needle through the needle guide into the pros- 
tate, piercing the second condom, to obtain a core of tissue 
for pathologic analysis. The same needle was withdrawn and 
reinserted through the needle guide approximately eight times 
to obtain the needed tissue cores from each patient. 

lhe clinic’s standard practice for perioperative prophylaxis 
included administration of 500 mg of levofloxacin orally the 
night before the procedure, an enema per rectum | hour 
before the procedure, and 80 mg of gentamicin intramuscu- 
larly upon arrival at the clinic on the day of the biopsy. After 
the procedure, patients were instructed to take 500 mg of 
levofloxacin orally daily for 3 days. 

\fter each procedure, the ultrasound probe was disinfected 


by wiping it with a 3.2% 


) glutaraldehyde solution. A syringe 
was used to flush the steel needle guide first with soap, then 
with tap water, and, finally, with orthophthaldehyde (OPA), 
a high-level disinfectant. The needle guide was then soaked in 
the OPA for a minimum of 15 minutes and usually over 
night. Before use, the needle guide was removed from the OPA 
and rinsed with tap water. A review of the manufacturer's writ- 
ten instructions revealed that the recommended reprocessing 
method for the needle guide called for first cleaning biologic 
material from the guide and then sterilizing the guide. 

\ total of 16 environmenta samples were obtained trom 
surfaces, supplies, equipment, and tap water in the clinic dui 
ing August 5—10, 2005. One grew 7 aeruginosa; this was a 
sample obtained from the narrow lumen of the needle guide 
after it was removed from OPA disinfectant. This specimen 
was obtained by scraping the needle guide lumen with a ster- 
ile needle and then using the needle to inoculate a sterile swab. 
\ll four patient isolates and the isolate obtained from the needle 
guide had similar antimicrobial susceptibility patterns and were 
resistant to gentamicin and levofloxacin, the agents used fot 
perioperative prophylaxis. The needle-guide isolate and the 


three available patient isolates were indistinguishable by pulsed 


c 
j 
| 
i 


fielc gel electrophoresis. 

Reported by: / Gillespie, MPH, KE Arnold, MD, Georgia Dept of 
Human Resources, Div of Public Health. MA Kainer, MBBS, Tennessee 
i Jept of Health. ] Noble-Wane, PhD, B Jensen, MMSc, M Arduino 
PhD, |] Hageman, MPH, A Srinivasan, MD, National Center for 


Preparedness, Detection, and Control of Infectious Diseases proposed), CD( 
/ 
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Editorial Note: This report describes an investigation of 


P aeruginosa infections that were likely related to contamina- 
tion of TRUS prostate biopsy equipment that had not been 
adequately cleaned (i.e., by brushing) or properly sterilized 
and had been rinsed improperly with tap water after repro- 
cessing. The association between the equipment and the 
infections was indicated by matching the strain of P aeruginosa 
from the lumen of the reprocessed needle guide with those 
strains recovered from the three available patient isolates. 

Although infectious complications of TRUS-guided pros- 
tate biopsies have been reported (2), contamination of the 
needle guide has not been previously implicated as the cause 
of infection. According to the Spaulding system for repro- 
cessing medical devices (3), prostate biopsy needle guides are 
“critical devices” because the needles that pass through them 
penetrate sterile tissue. After adequate manual cleaning, criti- 
cal devices must be sterilized before reuse. Steam sterilization 
is the preferred method for reprocessing heat-stable medical 
devices, including many prostate biopsy needle guides. The 
manufacturers of these guides provide recommendations for 
sterilization methods that are compatible with the specific 
devices, and users should review and follow these 
recommendations. 

Manual cleaning to remove biologic material is a necessary 
first step in reprocessing any medical device; disinfection and 
sterilization protocols do not work effectiv ely on visibly soiled 
surfaces. Because the lumens of needle guides and needle-guide 
support channels and assemblies are long and narrow, manual 
cleaning is difficult without the use of special equipment 
designed to clean the device. Manufacturers of reusable pros- 
tate needle guides recommend the use of special brushes to 
clean guides and support channels and assemblies. These 
brushes must be purchased separately from the needle guides, 
and a new brush should be used each time the guide is cleaned. 

Another recent investigation demonstrates that the failure 
to properly clean the lumen of a prostate needle guide has not 
been limited to the cases described in this report. In April 
2006, the Veterans Health Administration issued a Patient 
Safety Alert to all U.S. Department of Veterans Affairs (VA) 
hospitals stating that a routine environmental inspection at a 
urology clinic revealed that the lumen of a needle guide of a 
reusable, reprocessed, TRUS transducer assembly was soiled.” 
lhe ensuing investigation determined that brushes were not 
being used to clean the lumen of the needle guide. All VA 
hospitals were instructed to review procedures for reprocess- 
ing this equipment, and other VA facilities also reported that 


brushes were not being used. The VA alert has prompted 





* Available at http://www.va.gov/ncps/alerts/b-kmedicaltransduceralert06 


Ol] pdf 


reviews by non-VA health-care systems. In Tennessee, facili- 
ties contacted the state health department to report that brushes 
were not being used to reprocess prostate biopsy needle guides. 
In response, the Tennessee Department of Health dissemi- 
nated recommendations from the Food and Drug Adminis- 
tration (FDA) on reprocessing TRUS equipment to hospitals, 
surgical centers, and urologists. 

In the cases described in this report, the practice of rinsing 
the needle guide in tap water after reprocessing might have 
contributed to its contamination. P aeruginosa is well known 
to colonize tap water and has the ability to form biofilms on 
medical devices that are difficult to remove. Because tap water is 
not sterile, it should never be used to rinse medical 
equipment after reprocessing. 

In June 2006, in response to the recent reports of problems 
with reprocessing prostate biopsy needle guides, FDA issued 
a Public Health Notification. This notification contains a sum- 
mary of the recommendations for the proper reprocessing of 
reusable prostate biopsy equipment.’ Health-care providers 
and their staffs should adhere to both the FDA recommenda- 
tions and the equipment manufacturer's cleaning instructions. 
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West Nile Virus Activity — United 
States, January 1-July 18, 2006 


This report summarizes West Nile virus (WNV) surveil- 
lance data reported to CDC through ArboNET as of 3 a.m. 
Mountain Daylight Time, July 18, 2006. A total of 10 states 
had reported 15 cases of human WNYV illness to CDC (Figure, 


Table). Nine (60%) cases for which such data were available 
occurred in males; median age of patients was 50 years (range: 
9-89 years). Date of illness onset ranged from January 6 to 
July 8; no deaths were reported. 

A total of 11 presumptive West Nile viremic blood donors 
(PVDs) have been reported to ArboNET during 2006. Of 
these, two each were reported from Colorado, Kentucky, and 
Nebraska and one each from Idaho, lowa, Oklahoma, South 
Dakota, and Texas. 











778 MMWR 


July 21, 2006 





FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2006* 














TABLE. Number of human cases of West Nile virus (WNV) 
iliness, by state — United States, 2006* 


West Other Total 
Neuroinvasive Nile clinical/ reported 
disease’ fevers unspecified’ to CDC** Deaths 








1 
1 
1 
1 
1 
2 
1 
2 
3 
2 
5 


ab 





horses ft 
1 reported in 

x states (Arkansas, Calitornia, 
j | | | 
ind North Dakota). A total 


; 
» pools have been reported tron 
} 


information about national WNV activity 
A at hetty www.cd¢ gOV ncidod/dvbi 
} 


ndex.htm and at hetp://westnilemaps.usgs.gov. 


Notice to Readers 


Clinical Vaccinology Course — 
November 3-5, 2006 


CDC and four other national organizations are collaborat- 
ing with the National Foundation for Infectious Diseases 
NFID), Emory University School of Medicine, and Emory 
Vaccine Center to sponsor a Clinical Vaccinology Course to 
be held November 3—5, 2006, at the Crowne Plaza Atlanta- 
Buckhead in Atlanta, Georgia. The course will focus on new 
developments and concerns related to use of vaccines in pedi- 
atric, adolescent, and adult populations. Approximately 20 
experts will present symposia on adult immunization, pediat 
ric immunization, ensuring use of vaccines, vaccine safety and 
supply, the evolving adolescent immunization platform, and 
travel and international vaccines 

[his course is specifically designed for primary-care physi- 
cians, family physicians, internal medicine specialists, pedia 
tricians, public health specialists, nurse practitioners, physician 
assistants, clinical practice nurses, infectious disease special 
ists, and other health-care professionals involved with clinical 
aspects of vaccinology. lhe course also will be of interest to 
health-care professionals involved in prevention and control 
of infectious diseases, including federal, state, and local pub 

| 


| b 


1 
Lt 


s. Continuing education credits wi 


lic health officia 


offered for physicians, nurses ind pharmacists, and prescribed 
credits for family physicians 

Information regarding the preliminary program, registra 
tion, and hotel accommodations is available at http: 
www.nfid.org/conferences/idcourse06, or by e-mail 


1 


idcourse@nfid.org), fax (301-907-0878), telephone (301- 


>»? 


656-0003, ext. 19), and mail (NFID, Suite 750, 4733 Bethesda 
Avenue, Bethesda, MD 20814 


Notice to Readers 


Satellite Broadcast: Mobilizing 
Against the HIV/AIDS Crisis 
Among African Americans 


CDC and the Public Health Training Network will present 


the satellite broadcast and webcast, “Mobilizing Against the 


HIV/AIDS Crisis Among African Americans,” on November 
16, 2006, at 1 p.m. EST. The 2-hour broadcast will highlight 
relevant research and related programs in the United States; a 


ae 
panel will answer viewer questions, which can be sent via fax 
during the broadcast or by e-mail during and after the 


broadcast. 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Older Adults Who Engaged in Regular Leisure-Time Physical 
Activity,* by Age Group and Sex — United States, 2000—-2003t 


* Defined as vigorous activity at least three times a week for >20 minutes or light- 
to-moderate activity at least five times a week for >30 minutes 

' Derived from the 2000-2003 National Health Interview Surveys. Estimates are 
based on household interviews of 39,990 civilian, noninstitutionalized adults 


During 2000-2003, men aged >55 years were more likely than women in the same age group to 
engage in regular leisure-time physical activity. For both men and women, prevalence of regular 
activity was nearly the same for adults aged 55-64 and 65-74 years, declined among those aged 
75-84 years, and declined further among those aged >85 years. Among adults aged >85 years, 
approximately one in 10 men and one in 20 women engaged in regular leisure-time physical activity. 


SOURCE: Schoenborn CA, Vickerie JL, Powell-Griner E. Health characteristics of adults 55 years and over: 
United States, 2000-2003. Advance data from vital and health statistics. No. 370. Hyattsville, MD: US Department 
of Health and Human Services, CDC, Naticnal Center for Health Statistics; 2006. Available at http://www.cdc.gov: 





Sex 








\dditional information will be available after August 10 at 
http://www.cdenpin.org (see Satellite Broadcasts). Organiza- 
tions are responsible for setting up their own viewing loca- 
tions and are encouraged to register their locations as soon as 
possible after August 17 so that persons who would like to 
view the broadcast can access information online. Directions 
for establishing and registering a viewing location are avail- 
able at http://www.cdenpin.org. The broadcast will be avail- 
able on the Internet for 3 years (Windows Media Player 
required) at http://www.phppo.cdc.gov/phtn. Videotapes, 
DVDs, and video CD-ROMs of the broadcast can be ordered 


by telephone, 800-458-5231. 


Erratum: Vol. 52, No. 54 


In “Summary of Notifiable Diseases — United States, 2003,” 
on page 78, in Table 12, “Deaths from selected notifiable dis- 
eases — United States, 1996-2001,” in the first column, 
“Cause of death,” “Hepatitis B, acute” should read, Hepatitis B. 


Errata: Vol. 55, No. 27 


In “QuickStats: Number of Emergency Department (ED) 
Visits with Diagnostic Imaging Performed — United States, 
1995 and 2004,” page 753, the title should read “Number of 
Emergency Department (ED) Visits with Diagnostic Imag- 
ing Ordered or Performed — United States, 1995 and 2004,” 
and the y-axis should read, “Number (in millions).” 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, week 
ending July 15, 2006 (28th Week)* 





5-year 
Current Cum weekly otal cases reported for previous years 
Disease week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 
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TABLE Il. Provisional cases of selected notifiable di _ United States, weeks ending July 15, 2006, and July 16, 2005 (28th Week)* 
Chiamydia’ Coccidioidomycosis Cryptosporidiosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 

















United States 11,186 728 = 35,1 486.249 513,069 § 126 1,643 3,765 131 31 63 BE 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 15, 2006, and July 16, 2005 
(28th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current 52 weeks Current 52 weeks Cum Current 52 weeks Cum Cum 
Reporting area week Med Max week Med Max 2005 week Med Max 2006 2005 











United States 1 319 1,02 3 8,66 875 6.470 14,136 71,88 33 37 142 )7¢ 1,371 


New England 33 é 7 64 720 5( 1( y: 2 846 292 ‘ 4 98 


Mid. Atlantic 


E.N. Central 


E.S. Central 


W.S. Central 


Mountain 


P 





mwealth of Northern Mariana Islands 


f Cc 


vo reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximurr 
jJata for reporting years 2005 and 2006 are provisional 
Ss 


Jata reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 15, 2006, and July 16, 2005 
(28th Week)* 





Hepatitis (viral, acute), by type 
A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2005 week Med Max 2006 2005 


United States 2 7é 46 1.721 { 64 a¢ 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 15, 2006, and July 16, 2005 
(28th Week)* 





Lyme disease Malaria 
Previous Previous 
Current 52 weeks 
Reporting area week 





Current 52 weeks Cum 
week Med Max 
United States 


2006 
11 24 


New England 


125 





Mid. Atlantic 
New Y 


Jew York ( 


E.N. Central 


E.S. Central 


W.S. Central 


Mountain 


5] 


mmonweailtr 


No reported cases 


f Northern Mariana Islands 
jata for reporting year: 


N: Not notifiable Cum: Cumulative year-to-date counts 
2005 and 2006 are provisional 


. Med: Mediar 
jata reported through the National Electronic Disease Surveillance System (NEDSS) 





Viaximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 15, 2006, and July 16, 2005 


(28th Week)* 





Meningococcal disease, invasive 





All serogroups 


Serogroup unknown 


Pertussis 





Previous 
52 weeks 
Med Max 


Current 
week 


Cum 
2006 


Cum 


Reporting area 2005 


Current 
week 


Previous 
52 weeks 
Med Max 


Cum 
2006 


Cum 
2005 


Current 
week 


Previous 


Med 


52 weeks 


Max 


Cum 
2006 


Cum 
2005 





United States 12 0 85 662 81 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 15, 2006, and July 16, 2005 


(28th Week)* 





Rabies, animal 


Rocky Mountain spotted fever 


Salmonellosis 





Previous 
52 weeks 
Med Max 


Current 


Reporting area week 


Previous 


Current 
week 


Cum 


2006 Med 


52 weeks 


Cum 





Previous 
52 weeks 
Max 


Current 
week 


Cum 





United States 80 10¢ 
New England 


Mid. Atlantic 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 15, 2006, and July 16, 2005 
(28th Week)* 





Shiga toxin-producing E. coli (STEC)' Shigellosis Streptococcal disease, invasive, group A 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 


United States 5¢ 51 7 226 4 Na0R 
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Mid. Atlantic 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 15, 2006, and July 16, 2005 
(28th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med week Med 2006 2005 








United States F 1 334 574 1,691 1¢ 57 33 312 41( 34 7 3.204 26638 16612 
New England 1 4 53 : 17 1 : 43 4. 87 3,481 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 15, 2006, and July 16, 2005 


(28th Week)* 





West Nile virus disease’ 





Neuroinvasive 





Previous 
Current 52 weeks Cum 
Reporting area week Med Max 2006 


Non-neuroinvasive 
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Current 52 weeks Cum 
week Med Max 2006 
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TABLE Ill. Deaths in 122 U.S. cities." week ending July 15, 2006 (28th Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals July 15, 2006, with historical data 


Ratio (Log scale) 





Notifiable Disease Morbidity and 122 Cities Mortality Data Team 
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